Objective: Autism spectrum disorder (ASD) is underidentified and misidentified in the Latino community, and numerous barriers limit this community's ability to access quality health care for ASD. Appreciative inquiry/boot camp translation (AI/BCT) is a novel method of community engagement that can be used within community-based participatory research partnerships. AI/BCT uses qualitative methods to uncover strategies that the community is already successfully using and develops actionable messages to increase the use of those strategies throughout the community. We describe this method and outline how it is likely to be more effective at reducing disparities related to ASDs in the Latino community than traditional methods. Conclusion: AI/BCT is a promising method of community engagement that is responsive to cultural differences. It is a strength-based approach focused on increasing the use of strategies that already work within the community. Therefore, it has the potential to reduce health disparities in the Latino community who have loved ones with autism ASD much more rapidly than traditional methods of inquiry.
The Latino 1 population is one of the fastest growing and underserved segments of our population (Johnson & Lichter, 2016) . According to the 2017 United States Census, the Hispanic population continues to expand and currently comprises 58.6 million people within the United States. Further, the Hispanic population accounts for more of the population growth in the United States than any other race or ethnicity (Manuel Krogstad, 2017) . Autism spectrum disorder (ASD) is the fastest growing pediatric neurodevelopmental disorder in the United States and impacts about 1 in 59 children (Baio et al., 2018) . However, Latino children with ASD face additional barriers than other ethnic populations. On average, Latino children are misdiagnosed with ASD more often and identified later than non-Hispanic White children (Mandell et al., 2009) . Latino parents of children with ASD also report lower satisfaction with their child's care, that care providers are generally not sensitive to their cultural identity, and that pattern has remain unchanged for at least a decade (Magaña, Parish, & Son, 2015) .
Although the prevalence of ASD in Latino children has increased recently, it remains significantly lower than that of White children (Baio et al., 2018; Pedersen et al., 2012) . Preschool-aged Hispanic children are consistently underrepresented in the ASD educational eligibility category (Travers, Krezmien, Mulcahy & Tincani, 2014) . In addition, the median age of Hispanic children who were identified with an ASD was 11% higher than the median age of White children (Shattuck et al., 2009 ). Other studies have found that Hispanic children were less likely than White children to receive an appropriate ASD diagnosis at all (Overton, Fielding, & de Alba, 2007) . These disparities are particularly concerning, given the importance of early identification and intervention to improve outcomes (Boyd, Odom, Humphreys, & Sam, 2010) and reduce public health burden (Jacobson, Mulick, & Green, 1998) .
Several factors likely contribute to these disparities. Research indicates that professionals are less likely to screen for ASDs in Latino children (Arunyanart et al., 2012; Begeer, Bouk, Boussaid, Terwogt, & Koot, 2009 ) despite recommendations from the American Academy of Pediatrics (AAP) for universal screening at 18 and 24 months of age (Johnson, Myers, & Force, 2016) . Further, several front-line ASD screeners do not perform well for children who are non-White, come from low income households, or have parents with limited education (Moody et al., 2017) . Beyond screening, the ASD identification process is lengthy and includes a complex review of social and communication behaviors, which all develop within a cultural context and are impacted by cultural interpretations (Bernier, Mao, & Yen, 2010) . Language barriers, families' levels of acculturation, socioeconomic status (SES), and the range of social and communication behaviors that are considered culturally appropriate are likely to impact the identification of ASDs in Latino children (Rhodes, Ochoa, & Ortiz, 2005) . Moreover, a study of a community sample of Latino children with ASD found that most autism evaluators did not document assessment of the child in their native language or address the impact of language in their assessments (Williams, Atkins, & Soles, 2009 ). These factors, and other unstudied ones, likely contribute to disparities in ASD identification and intervention among the Latino population.
Current Approaches to Health Disparities Research
While researchers have evidence of the extensive and complex causes of some health disparities, the focus of most literature is on barriers to ASD identification and intervention within the Latino population (Harris, Barton, & Albert, 2014) . That is, no studies have been conducted that demonstrate practices that are promoting health equity among this population. Positively, a greater commitment to reducing health disparities has emerged over the recent decades. For example, findings from Healthy People 2020 (Department of Health & Human Services, 2010) indicate that there are some issues that need to be extensively monitored pertaining to health disparities. The report highlights the need to increase the implementation of evidence-based health and wellness programs for people with disabilities, especially from ethnically and racially diverse backgrounds, and to improve policies to support these outcomes. These recommendations align with the needs for the improvement of health disparities in populations with ASD and underscore the importance of the elimination of health disparities throughout the United States. At the core of these recommendations is an understanding that we need to move beyond documenting disparities and instead understand what works for those who face health disparities.
Despite the recent focus on disparities reduction there are persistent disparities in the Latino community for those with ASD (e.g., Rodríguez & Vega, 2009; Smedley, Stith, & Nelson, 2002) . This is likely due to the complex interaction of factors at multiple levels of social structure. For instance, some of the more obvious barriers that may contribute to these disparities include a lack of bilingual clinicians, client work schedules that conflict with provider schedules, lack of adequate child/respite care, and reduced health literacy (Foxen & Mather, 2016; Furman et al., 2009; Ryan, 2009) . Further, interpretation services by phone are common in clinical settings (e.g., Cyracom Language Solutions, 2016) and have been shown to improve patient satisfaction, service utilization, and quality of care (Flores, 2005) . However, many other barriers to engagement remain, such as providers not valuing engagement (Forbat, Cayless, Knighting, Cornwell, & Kearney, 2009) or institutions neglecting to support engagement with their patients (Luxford, Safran, & Delbanco, 2011) . It is unclear how these various factors impact health disparities; however, given the complexity of causes of disparities, programs that focus on only a few of the root causes of disparities may not lead to the desired reduction in disparities overall.
Unfortunately, traditional research approaches to learning about these disparities may also not capture this complexity. Beyond the historically limited participation in research of Latinos, researchers may have a lack of knowledge and understanding regarding cultural and linguistic differences within the Latino population, which can impact communication, recruitment, enrollment and retention (George, Duran, & Norris, 2014) . Also, participation by Latinos may be complicated by various reasons, such as language abilities, sampling issues, and cultural differences. For example, some survey methods may not be translated (or properly translated) into Spanish, people may have fear of deportation or other legal action from providing personal information, or there may be cultural beliefs about service provision or health that may impact responses (Brown, 2015) . In many situations, Latino populations have been excluded from research participation, especially those who indicate they speak Spanish as a primary language (George et al., 2014) .
Despite the emphasis on the eradication of health disparities in the United States in recent decades (e.g., Healthy People 2020; Department of Health & Human Services, 2010) , there is no consensus regarding the factors that contribute to health disparities, particularly within young populations (Ridgeway et al., 2017) . Moreover, there are numerous models used to explain disparities across health conditions; however, four domains seem to be consistent across models and could be used to guide future research on health disparities: (a) individual characteristics and behaviors (e.g., issues such as race/ethnicity, immigration status, language, and acculturation), (b) health care providers and systems (e.g., affordability, health insurance coverage, access to care), (c) environment/community (e.g., experiences of discrimination, school quality, neighborhood instability), and (d) health and public policies (e.g., community health partnerships, assistance programs such as Woman, Infants, Children (WIC); Ridgeway et al., 2017) . Using frameworks, such as this, may allow for a better understanding of the causes of disparities, as well novel approaches to reducing disparities. However, to be successful, researchers will need to rely on robust methods to systematically reveal solutions that work for the Latino community, given the complex interactions of these social factors.
Community Engagement to Improve Health Disparities
The chronic underidentification, late diagnosis, and thus delayed appropriate intervention of children with ASD from Latino populations are extremely concerning, and immediate steps are needed to remediate these problems. Receiving delayed diagnosis or access to care impacts long-term health outcomes and will continue This document is copyrighted by the American Psychological Association or one of its allied publishers.
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to contribute to health disparities. Although many studies have pointed to disparities in diagnoses, no comprehensive studies to date have examined what leads to successful identification and intervention for children from Latino backgrounds or the ways in which access is attained. Therefore, research is needed to understand the experiences of Latino families and identify barriers to culturally relevant identification and intervention practices (Mandell et al., 2009) . Missing from many of these previous attempts are systematic methods to enhance the degree of direct engagement with the Latino community and a focus on existing solutions. This is important for understanding and identifying barriers to early identification and intervention as well as how to overcome them. Given the tremendous need to reduce health disparities for the Hispanic and Latino communities the long and slow process of scientific advancement will not, likely, be acceptable to this community. Fortunately, there is a growing effort to improve community health through engagement strategies such as communitybased participatory research (CBPR; Israel et al., 2008) . The principles of CBPR are offered as a foundation to build alliance between researchers and the community, enhance acceptability of research, guide the direction of research, and, ultimately, improve health disparities. Numerous examples of this framework are available (e.g., García -Rivera et al., 2017; McElfish et al., 2015) .
While CBPR is an important and useful engagement approach to overcoming health disparities with numerous successful examples (e.g., Holliday, Wynne, Katz, Ford, & Barbosa-Leiker, 2018), these partnerships sometimes can be difficult to implement (Hopkins et al., 2016) , especially if there is not a clear method to facilitate the partnership. Without a robust method, it can be all too easy for partnerships to focus on the topics or programs championed by experts rather than focus on preexisting solutions developed by the community. For example, some partnerships focus on translating existing health information into terms that are perceived to be more culturally appropriate (e.g., Hopkins et al., 2016) , or adapting existing programs for this community (e.g., Fawcett, Collie-Akers, Schultz, & Cupertino, 2013) . These may be completely valid programs and lead to positive change within the community, however, they also tend to assume that existing programs will reduce disparities if they are adapted or translated appropriately. In other words, such approaches do not necessarily consider the impact of individual characteristics, health care systems, community factors, and polity (Ridgeway et al., 2017) .
Moreover, even if the partnership is strong, without a clear method to gather useful information, challenge assumptions, and to make that information meaningful to community, partnership may not produce actionable solutions. This problem is often exacerbated when there is longstanding distrust of academia, or other health care systems. For instance, Hispanic cultures are reported to have higher levels of distrust toward health care systems than non-Hispanic White groups (Armstrong, Ravenell, McMurphy, & Putt, 2007) . This may put strain on the partnership if the academic partners inadvertently push their agenda on the community, or if the partners do not perceive that their perspectives are being valued. Therefore, providing CBPR partnerships with a clear and robust method to address these challenges could enhance the productivity and success of these efforts.
Overview of Appreciative Inquiry/Boot Camp Translation (AI/BCT)
One promising practice that may be useful to CBPR partnerships is AI/BCT (Hammond, 2013; Zittleman et al., 2015) . AI/ BCT is a method to reduce health disparities that is used within a CBPR framework. It uses a systematic approach that guides the interaction between community and academic partners and challenges assumptions about solutions to health disparities while retaining the core principles of any CBPR collaboration. Through a series of engagement activities, it provides a clear method for CBPR partnerships to discover solutions to health disparities that are already being used by the community and to develop strategies to disseminate those solutions to the community at large. The goal is to increase the likelihood that others will use those solutions, thereby reducing disparities. This method allows partnerships to be more focused in their activities and be more productive in reducing health disparities.
AI/BCT starts with one key assumption: that there are community members who have already found solutions to their health challenges that work within their current environment, despite any preexisting barriers. That is, AI/BCT acknowledges that there are numerous challenges facing community members at every level of social structure but assumes that people will find ways to work within these social systems that contain those barriers. For example, if a Latino family has a child that exhibits concerning behavior, they may turn to trusted friends, relatives, or community organizations, rather than the medical and education systems for information on autism. Or, if they cannot or will not access behavioral services due to fear about their immigration status, they may ask friends for tips on how to support behaviors in their own home, or a church group to provide respite care. While these strategies may not conform to the medical system's definition of best practices, they may still provide the family with some benefit that works within their context and known systemic challenges.
If this assumption is correct, then systematically exploring the circumstances of those who are able to find solutions to their barriers should reveal naturally occurring solutions that work within those social structures and reveal opportunities to enhance and expand those naturally occurring strategies. For instance, if it becomes apparent that most Latino families rely on religious groups for respite care, then programs could be developed to work with those organizations to provide respite more broadly, and to provide additional training to support the delivery of high quality respite care in such settings. Moreover, working with the community of interest to find ways to disseminate those novel solutions in accessible and acceptable ways would lead to increased use of those naturally occurring solutions. Again, if church-based respite is most desirable to the community, dissemination materials that focus on this platform are more likely to be successful than respite delivered by other groups or medical systems. Ultimately, this should lead to reductions in disparities without requiring largescale societal or policy changes.
Indeed, this is the exact purpose of AI/BCT: to discover what those existing solutions are and work with the community to make them more common (Zittleman et al., 2015) . This is fundamentally unlike programs that directly try to overcome known barriers, or engagement methods that may lack a strong focus on solutions. It is an approach to engaging with the community, discovering This document is copyrighted by the American Psychological Association or one of its allied publishers.
successful strategies with the community's input, and making those successes the norm, rather than the exception. This method has been used successfully for conditions such as chronic pain, colorectal cancer, diabetes with comorbid depression, and asthma (English et al., 2018; Westfall et al., 2016) and could be particularly powerful for the Latino community who have family members with ASD.
The AI/BCT Process Partnership creation and defining success. The AI/BCT process is the combination of two existing tools: appreciative inquiry (AI; Hammond, 2013) , and boot camp translation (BCT; Zittleman et al., 2015) . Both methods have been used separately for related purposes (e.g., English et al., 2018; Govender & Edwards, 2009 ). Further, both methods have extremely useful manuals that provide practical guidelines for implementation. When used in conjunction, the process starts with a committed group of community stakeholders that will guide every step of the AI/BCT process. Community advisory groups of this sort go by many names (e.g., stakeholder advisory group, community advisory group, etc.), and they often develop a strong shared identity regarding their mission (e.g., Westfall et al., 2016) . Regardless of their shared identity as an advisory group, it is critical that members are fully invested, and can make sufficient time to attend meetings and group endeavors. Partnership building is not a simple or short process but is critical to the success of an AI/BCT. Indeed, multiple models exist to support partnership development (e.g., Samuel et al., 2018) . Once the group is formed, they can expect to meet often for an extended amount of time. This can range from several months to over a year but will be contingent on the goals of the partnership and the scope of what they are trying to accomplish. Regardless, their perspectives are key to every step of the AI/BCT process. Likewise, the academic partners should demonstrate the same level of dedication so that a functional partnership can develop.
The first task of this group is to develop a clear definition of what the community views as "success," related to the health problem they are working on. This is usually done in one or two meetings at the beginning of the process. For instance, if the group is trying to reduce disparities related to early detection of ASD, they may focus their definition of success on nonmedical identification. This could include educational identifications (ED-ID) under Part C or Part B of the Individuals with Disabilities Education Act (IDEA; 2004) or developmental screenings conducted at preschools. In other words, they might say that a family is successful if the child has an ED-ID or positive screener, rather than a medical diagnosis.
The definition of success is especially important in situations where there are no clear health guidelines to start from. For instance, there is no standard of care for ASD (Autism Treatment Network, 2009) , and little data on how best to personalize care (Weitlauf et al., 2014) . Indeed, despite there being over 150 known interventions for ASD, there are only two with a modest evidence base (Weitlauf et al., 2014) , and there is little research exploring how these interventions may operate across racially and ethnically diverse groups (Ratto et al., 2017) . In such situations, the community advisory group will define what they think success looks like in their community and then look for examples of this success within their community.
In the case of the Latino community with ASD, clinicians often recommend children receive 25 hr of applied behavior analysis per week (National Research Council, 2001 ). However, the community members may consider this recommendation within the context of the Latino community. For many families, the added stress of pursuing early intensive behavioral intervention (EIBI) may outweigh any potential benefit the child gains (Magaña, Lopez, & Machalicek, 2017) . Therefore, the community may decide on another definition of success that fits better with this reality. It may have to do with how well the family works with their child's school team, how well they are able to implement behavioral support strategies in the home, or the overall emotional climate of the family. In all cases, the key is that this definition will be decided upon by the community itself, rather than the academic team members. This can be challenging for academic partners who are used to working with national guidelines and recommendations. Therefore, the academic partners need to be trained to provide support as facilitators and experts in the literature, but not impose their own beliefs, or any existing recommendations, on the advisory group.
AI. Once this definition is established, the bulk of the AI/BCT can begin. The first phase is the AI. This is a qualitative method designed to explore the problems facing a community and discover what solutions are working in the local environment (Hammond, 2013) . AI was originally designed to challenge traditional paradigms of organizational structure, and has been used extensively in business, nonprofit, and health organization settings (e.g., Kusch, Nelson, Simpson, Gerrits, & Glass, 2013) . More recently, it has been used in health care research to better understand existing strategies that promote health based on known successes (e.g., Hennessy & Hughes, 2014) . Unlike other strategies that look for problems, and then try to devise solutions to those problems, AI takes the opposite approach. It looks for the commonalities in the circumstances that exist when things are going well. The goal is to then do more of what works in order to make positive health outcomes more likely. Over the course of many interviews, themes emerge about what strategies people have used most commonly to achieve this goal.
The analysis of AI interviews has a foundation in grounded theory qualitative methodology (Glaser & Strauss, 2009 ); however, the interview protocol for AI is remarkably simple. In general, there is a single core question that allows the respondent to reflect on their successes rather than failures (Hammond, 2013) . For example, "Please tell me about your child or loved one with autism, and what has been working for you as you support him/ her." Additional follow-up questions are used to further learn about what has worked for the respondent and to capture demographic information; however, the interviewer must be careful to redirect the respondent to successes if he or she begins discussing problems, barriers, or challenges. As data are collected, the researchers must be sure to elicit the themes from the interviewee without explicitly interpreting their meaning or significance. This may be difficult for experienced researchers but is critical to ensure adherence to CBPR principles (Israel et al., 2008) . Rather, the academic partners will prepare a written report of the AI process and findings and prepare a presentation to give to the advisory group. This document is copyrighted by the American Psychological Association or one of its allied publishers.
BCT. The presentation of the AI phase marks the beginning of the BCT phase. The report and presentation will clearly describe the findings of the AI process, as a lead in to the BCT (Zittleman et al., 2015) . BCT is a process of community engagement, also based on CBPR principles (Israel et al., 2008 ) that was originally designed to make health guidelines more accessible and meaningful to a community (Norman et al., 2013; Westfall et al., 2016) . Through an iterative process, a facilitator helps the community develop locally relevant and actionable messages (Zittleman et al., 2015) to help the community follow health guidelines. When used on its own, BCT is used to translate established health guidelines into messages that are more accessible to local community members, and therefore more likely to lead to individual and public health outcomes. Excellent examples of this process and its outcomes come from the High Plains Research Network of rural Colorado (Westfall et al., 2016) . When used in conjunction with AI, the BCT process has a similar purpose. The only change is that the advisory group (hereafter referred to as the BCT group, although they consist of the same members as in previous phases) is charged with interpreting the findings of the AI and translating those themes into actionable messages for the community.
The BCT process itself is a cyclical schedule of large in-person meetings followed by smaller and more focused follow-up phone meetings. At the first meeting the BCT group begins the process of interpreting the AI results. Usually, this is a lengthened meeting and is full of brain storming, idea exchange, questioning, and is meant to be generative. In this meeting, the researchers will describe the health problem that the group is exploring in accessible, but rigorous, terms. The goal is to ensure all members fully comprehend the health problem in a sophisticated way. Therefore, this presentation is often very similar to academic presentation in its content. However, additional time may be taken to ensure all BCT group members understand the content. The research team will also describe the definition of success the group decided on, the process of data collection and the themes that were found, allowing sufficient time for questions to be asked. Throughout the process, the research team should be careful to answer questions in a factual matter, rather than trying to interpret the data for the BCT group. For example, if a theme emerges that suggests that Latino families prefer to receive behavioral intervention from nonclinicians, a BCT group member might ask if this means we should try to train more nonclinicians. A skilled facilitator would reply that the AI process only revealed that Latino respondents have this preference and that the BCT group can discuss what that means in subsequent steps.
BCT groups may use some of this initial meeting to begin interpreting the AI. Facilitators will take careful notes to ensure that the main ideas are captured. They will also carefully monitor the room. Nonverbal cues will be noted, and efforts made to ensure that all members have opportunities to share their perspective.
By the end of this first meeting, there will likely be more questions than answers. Several short follow-up meetings are then scheduled (usually 2 or 3) to focus on specific issues developed at this first meeting. Follow-up meetings are intentionally short and meant as an opportunity to further refine and focus ideas about a specific issue without being distracted. They usually last 30 min and are held by phone or video conference.
From here, the BCT group reconvenes in person for another large meeting to reengage with the broader issues being confronted and start to refine their interpretations of the AI themes, determine what messages should be created, and what form the messages should take (e.g., flyers, public service announcements, etc.). Again, follow-up meetings will be used to focus on specific issues before the cycle is repeated. BCT usually requires three cycles before a final set of messages is agreed upon, but additional cycles can be added as needed. Figure 1 visually represents the BCT process. Additional details of this process, including engagement strategies, budgetary concerns, process timelines, and outcomes can be found in the BCT manual (Zittleman et al., 2015) .
The products and strategies that the BCT group decides upon can vary widely. These can be changes in wording to make the guidelines more accessible, advertising campaigns (print and digital media), logo merchandise with translated messages, and talking points or recommendations to providers. For example, if it becomes clear that Latino families are hesitant to complete developmental screening questionnaires unless they know what the data will be used for, the BCT group might develop an outreach campaign (billboards and public service announcements on Spanish-language radio) describing how screeners are used. This might be used concurrently with recommendations disseminated to providers to describe how screeners are used as a way to reassure their clients and encourage completion of the screener.
Regardless of the strategies developed, the BCT group members are considered coresearchers in the process and they provide their expert guidance to translating the AI findings into messages that are likely to positively impact their community. This combined process ultimately leads to more accessible health messages that are based on activities the community is likely to be able to accomplish. These messages are based on what already works within the existing social structures.
Benefits of AI/BCT for the Latino Community
With ASD
AI/BCT for Rapid Change
The AI/BCT process is likely to be more effective than more traditional research methods for a number of reasons. First, this method has a track record of producing measurable improvements This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
in health disparities much more quickly than more traditional research (Westfall et al., 2016) . Given the tremendous disparities in the Latino community with ASD, this is a particularly attractive feature. To the extent that AI/BCT can develop actionable solutions rapidly in the Latino community, disparities in this community could be reduced more quickly than if we rely on traditional methods. For example, given that screeners for autism may not perform well for the Latino community (Moody et al., 2017) , there may be distrust in this community around using screening information to seek additional services. If an AI/BCT were to find that members of the Latino community continually question the validity of these tools when used in medical settings, but are willing to work with education systems, a message about how screeners can help with your child's education could be more persuasive. The BCT group could create several outreach strategies that focus on the importance of screening and its connection to educational outcomes, which may improve screening use overall. Further, AI/BCT is particularly useful in situations where little is known about best practices or how a community will use health guidelines. This is certainly the case for the Latino community affected by ASD. Even though there are commonly used treatment recommendations for those with ASD in general (Mottron, 2017) , there is little information on how to individualize care. Further, there are few comparative effectiveness trials to help consumers or clinicians select among a variety of interventions (Parr, 2010) . Moreover, there is very little information on the effectiveness of behavioral interventions across cultures and languages, or in the context of diverse social challenges (e.g., immigration status, etc.). AI/BCT is sensitive to all of these issues and is the therefore more likely to be effective for the Latino community. For instance, given that there are well known challenges for Latino families to access assessment services, it becomes particularly important to know the circumstances of those families who are able to overcome those barriers. If they have found ways to work within the existing systems, understanding how that happens so other families can follow a similar path could help reduce disparities. By conducting AI/BCT within the social context that contains the barriers as well as solutions, preexisting strategies are discovered that accommodate that social context. Additionally, AI/BCT is likely to be more sensitive to subtle differences within broader cultural groups. Because AI/BCT is designed to work within unique cultural groups on very specific health problems, it easily accommodates any cultural variation that may exist. For example, separate AI/BCTs could be used with multiple Latino groups (e.g., Mexican American, Nicaraguan, Mexican immigrant, etc.), even if they exist in the same geographic region. Through the engagement process, any differences that exist would be accounted for, regardless of their subtleties. This is particularly important for the Hispanic and Latino community in America as they are composed of many different countries of origin, and may have distinct cultural histories and dialects (Arredondo & Gelman, 2017) . All of this may impact how they interpret autism, the goals they have for their loved ones, and how they utilize services. Further, once an advisory group is convened, and as long as the members are willing to participate, additional AI/BCTs can be conducted to address other public health problems relevant to the community and from the community's perspective. The group can also explore how factors at multiple levels impact success. For instance, individual factors like severity of ASD symptoms might be considered, as well as broader social factors like access to care, policy implications, or cultural interpretation of ASD could be considered. This flexibility allows the team to discover multiple factors that might be missed by other methods and is sensitive to all four levels of social structure (Ridgeway et al., 2017) .
Additionally, AI/BCT is an extremely accessible method, both for researchers and community members. The analysis of AI interviews typically uses grounded theory qualitative methodology; however, other qualitative methods can reasonably be used depending on the needs of the investigation. Community members who are not familiar with highly technical quantitative methods, or are turned off by statistics, may find this to be a much more approachable method of inquiry. Given that Latino communities in America may have lower health literacy and English proficiency, and rely on family and friends for most of their health information (Lajonchere et al., 2016) it may be particularly important to rely on highly accessible methods of inquiry to improve their engagement. AI/BCT is, therefore, ideally suited to ensure that all community members can engage in the process and allow their expertise to be more impactful throughout the whole process.
AI/BCT as Engagement
Beyond practical considerations noted above, this method has a number of additional features that may make it more successful when working with the Latino community, simply because of its robust engagement features (Zittleman et al., 2015) . For example, models of intervention that are built upon educating the Latino community sometimes find a disconnect between increased knowledge and increased use of this knowledge (e.g., Magaña et al., 2017) . That is, just because a Latino family is more aware about autism and effective intervention strategies, it does not necessarily follow that the family will use those treatments more. This disconnection is often puzzling to researchers who realize the benefits of evidence-based practices and may indicate that there are additional adaptations needed to make these models accessible or impactful. Community engagement, as challenging as it can be at times, has been shown to reduce disparities and improve population health (see the special issue of Family Practice; Westfall & Zittleman, 2017) . Indeed, AI/BCT has systematically included engagement at every step of the process. Not only does this increase the likelihood of discovering solutions that the community is likely to use, it may be more likely to overcome the long-standing dissatisfaction with ASD intervention for the community (Magaña et al., 2015) . If so, AI/BCT is more likely to lead to positive health outcomes for Latino cultures throughout America. Although we encourage those planning to use AI/BCT to develop strategies to manage challenges, as with any engagement strategy, difficulties can emerge that will derail the process. The manuals for these tools provide excellent practical strategies to consider (Hammond, 2013; Zittleman et al., 2015) , and standard CBPR tools can be helpful (Israel et al., 2008) . Finally, trainings are available which will help ensure the process is effective and enjoyable (e.g., bootcamptranslation.org).
Second, AI/BCT is strengths focused. While strengths-based care for ASD has a long history (e.g., Prelock, Beatson, Bitner, Broder, & Ducker, 2003) and is common in educational settings (Bellini & McConnell, 2010) , there is evidence that clinicians may This document is copyrighted by the American Psychological Association or one of its allied publishers.
find it difficult to use this approach (Braun, Dunn, & Tomchek, 2017) . Nonetheless, many individuals with autism and their families prefer a strengths-based focus and such an approach may promote family resiliency (Sim, Cordier, Vaz, Parsons, & Falkmer, 2017) . AI/BCT adopts this strategy by explicitly inquiring about what has worked for community members and then working with stakeholders to develop dissemination strategies that they think will work. This approach aligns with many community preferences (e.g., Anderson, Carter, & Stephenson, 2018) and may be more empowering for the community. That is, community members may have had little opportunity to reflect on what has worked for them and the use of AI/BCT could encourage them to consider what has allowed them to be successful. This could enhance empowerment, which has been shown to increase patient activation (Greene, Hibbard, Alvarez, & Overton, 2016) and well being (Grealish et al., 2017) . Finally, AI/BCT challenges academic and health care assumptions. There are numerous health care guidelines for those with ASD. For example, the AAP recommends universal screening for ASD (AAP, 2006) , and the National Research Council recommends 25 hr of behavioral intervention (National Research Council, 2001 ). Furthermore, EIBI is viewed as critical for remediation of autism symptoms (Howlin, Magiati, & Charman, 2009) . While many of these recommendations are based on our best evidence to date, they are also largely built on interests of evidence-based health care, with little community input. As such, they are based on the assumptions of academia and the health care system. This is often something akin to "we should only use interventions that we know work." There is certainly legitimacy to such a goal, given the ethical principle of beneficence (Beauchamp & LeRoy, 1994) ; however, this may also lead to specific targets or desired outcomes that may not be important to the individuals and families these interventions are designed to serve. For example, EIBI is said to be rooted in the science of learning (Schreibman et al., 2015) and many practitioners suggest it should be intense, lead to less autismlike behaviors, and be applied as early as possible (Mottron, 2017) . However, it is entirely plausible that some families or communities would have different desired outcomes. Indeed, a recent meta-analysis found that the child's functional characteristics, rather than diagnosis, explained both child and family outcomes (Miller, Shen, & Mâsse, 2016) , suggesting that focusing on intervention characteristics that are meaningful to the family may be more effective. Further, the Latino community often struggled to connect with the United States health care system, especially as it relates to ASD care (Magaña et al., 2015) and often do not display the type of patient activation the health care system would expect following education about ASD (Magaña et al., 2017) . Given this, there appears to be a need to explore the underlying assumptions of ASD intervention, especially as they relate to the Latino community.
Indeed, there is a growing debate about the appropriateness of underlying assumptions about ASD treatment (Dawson, 2004) , and to what degree the behaviors associated with ASD should be accommodated or reduced (Mottron, 2017) . AI/BCT is a particularly powerful tool for discovering these unique desires because it makes only one, very pragmatic, assumption: that there are people in the community that are already successful. It is often difficult for academic partners to engage in this process without making additional assumptions based on their years of training and clinical experience. However, the structure of the method provides a framework for them to entertain unique solutions that matter to the community. This is not to say that sound, evidence-based practice is unimportant. Indeed, understanding what interventions produce the best outcomes remains critical. However, it is equally critical to ensure that the interventions we develop and implement meet the needs and desires of those they are used with, which is one of the key components of the "triple aim" (Berwick, Nolan, & Whittington, 2008) , a framework for improving the performance of heath care systems. Specifically, triple aim suggests that health care systems will improve if we use effective interventions, while reducing the per capita cost, while improving the patients' overall satisfaction with their care. AI/BCT is an elegant solution to investigating this arm of the triple aim. Given that Latino families often feel that their concerns are dismissed by the health care system (Zuckerman et al., 2014) , tools like AI/BCT that challenge those traditional assumptions could be more useful in the long term.
Conclusion
AI/BCT is a novel method of community engagement that has already been used to reduce health disparities in several communities. Because it relies heavily on structured activities to ensure productivity of CBPR partnerships, it is likely to be more effective in reducing health disparities. Moreover, it has the potential to rapidly uncover existing strategies to improve the lives of those in underserved groups like Latino communities. Given the tremendous and persistent disparities facing the Latino community who have loved ones with ASD, AI/BCT has the potential to rapidly improve the access to functional solutions that are suited to this culture. Future work is needed to learn how to develop robust partnerships with the Latino communities, and to quantify the degree to which this method reduces disparities so that this method can be used to improve the lives of those living with ASD in ways that honor their culture, language, and desired outcomes.
